THE specimen was removed from a 2-para, aged 45, with the following history: Fifteen years previously she had had what she described as a very " bad miscarriage." No operation was performed, but she was acutely ill at the time, and was in bed for about three months afterwards. There had been no subsequent pregnancy, and the catamenia, although profuse, had been quite regular. On several occasions severe attacks of cystitis occurred, and ten years after the so-called miscarriage the patient was referred to a general surgeon and a diagnosis of renal calculus made. The woman was extremely obese and no operation was performed. Five years later inflammation of the bladder again occurred, and the patient passed a considerable quantity of small phosphatic concretions. On this occasion the patient was referred to the writer, and cystoscopy was performed. The fundus of the bladder was seen to be inverted, and the vesical mucosa acutely inflamed and coated with phosphates. Very little could be ascertained on bimanual examination even under an anaesthetic, owing to the patient's obesity. The lower pole of a hard body however, was just palpable in the right anterior quadrant of the pelvis. Laparotomy was performed and a lithopadion removed from the region of the right uterine appendages, some difficulty being experienced owing to the density of adhesions and general matting of the surrounding intestines and omentum. The uterine body was the seat of several interstitial fibroids, and subtotal hysterectomy was performed. At the time of operation the specimen was taken to be a detached calcified fibroid, and it was not until afterwards that its true nature was recognized. It appeared to be a typical lithopandion corresponding to a gestation of about the third month of pregnancy. The cranial bones, vertebra, scapula, pelvic girdle, and certain digits were all recognizable on the surface. The patient recovered satisfactorily from the operation, but five months later was readmitted to the nursing home with double pyonephrosis, to which condition she succumbed.
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Whitehouse: Salpingotomy versus Salpingectornzy results of an investigation into the pathology of tubal gestation, based upon the dissection of thirty fresh and unhardened specimens of tubal mole, abortion, and rupture. The paper was never published for various reasons, the chief being the incidence of the European war. As the present communication is somewhat in the nature of a corollary to that paper, it is necessary to refer briefly to the chief points resulting from the work.
We found, on dissecting under fluid a freshly removed Fallopian tube containing a tubal mole, that it was possible in all cases to trace the lumen of the tube around and beyond the mole; in fact, as far as it was required to carry the dissection. Further, the mole itself was always attached by a narrow base or pedicle to some part of the tubal mucosa. This area never exceeded a in. in diameter, and we regarded it as the site of original implantation of the ovum (fig. 1) . In dissecting such a pregnant tube it was, moreover, always * FIG. 1.-Showing (a) the site of implanitation of an ovuim on the floor of the tube; (b) the niarrow " pedicle "of the tubal mole at the point of implantationl, the same beinig the proximal pole; (c) distal pole of the gestationi. easy to elevate the mucosa from the surface of the gestation until this spot was reached. Here it was firmly adherent, and, if force was exerted, either fracture of the clot, or laceration of the tubal wall occurred. The former was by far the more common.
We also found it possible in the majority of cases to trace the tubal mucosa as a collar or sheath over the surface of the attached base of the mole for a distance of a few millimetres. This was verified by sagittal and coronal sections taken throuigh the gttached base, and it proved that rupture of the ovum had occurred from its embedded position in the tubal wall, through the mucosa. The shape of a dissected mole, if of any size, was ovoid or fingerlike, the contour being undoubtedly the result of pressure of the walls upon the coagulated maternal blood, whilst the latter was still of plastic consistence. That the wall of the tube does exert considerable pressure upon a mole was shown by the longitudinal furrows upon the surface of the clot, corresponding to the rugae of the tubal mucosa ( fig. 2 ). -In the case of small moles, in which the extravasated blood was small in amount, the shape tended to be more globoid, as indicated in fig. 3 . The surface of all the dissected moles was quite devoid of epithelium, with the exception of the narrow attached base shown in fig. 1 . Tubal abortion appeared to be produced by peristaltic action of the Fallopian tube, sufficient to sever the attachment of a mole to the mucosa. We concluded from our investigations that sudden and complete rupture and detachment of the ovum into the lumen of the tube, and its immediate abortion rarely, if ever, take place. The original separation is only partial, the mucosal laceration being followed by extravasation of blood between chorion and tube wall, a mole resulting; this is expelled at a later date by rupture of the narrow attachment, initiated by peristaltic action of the tube, and probably stimulated by the presence of the foreign body. When abortion was complete, :,...:
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at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from we found that if the recently pregnant tube was dissected at once, it was still possible to ascertain the site of original implantation of the ovum. It appeared as a small area about 1 in. in diameter, marked by a clot.
A factor of considerable importance, both in connexion with the shape of a tubal mole, and also in dominating the mode of termination of the gestation, is that of tissue resistance. The anatomical conformation of the Fallopian tube in its distal two-thirds is such that the direction of least resistance is away from the uterus and towards the ostium abdominale. Furthermore, the floor of the tube is supported to a considerable extent by the cellular tissue of the mesosalpinx. Rupture of a gestation situated upon the floor of the tube appears more likely, therefore, to take place into the lumen than into the mesosalpinx. This coincides with our clinical experience, for in all the investigated cases of tubal mole and tubal abortion the site of implantation had been the floor of the tube. Further, in all cases of implantation of the ovum upon the floor of the tube, with but one exception, tubal mole or abortion occurred. When intratubal rupture occurs, the blood, as may be expected, takes the diraction of least resistance and flows towards the ostium. This was proved in our specimens by the fact that the attachment of the mole was in all casesat its proximal pole. Should the ovum reach the narrow isthmic part of the tube and embed itself in this siltuation, the wall may become so thinned by syncytial erosion that the direction of least resistance is centrifugal through the peritoneal coat, rather than centripetal, and towards the ostium abdominale. In such a case rupture, of course, occurs.
The conclusions, therefore, which we reached in 1914, and which I have confirmed on many subsequent occasions, may be summarized as follows (1) Tubal mole is the direct result of lintratubal rupture, and the mole invariably retains a very narrow basis of attachment to the tubal wall.
(2) The attached base is usually situated on the floor of the tube, and is always at the proximal end of the mole.
(3) When tubal abortion takes place, the pedicle of a mole is torn through by the peristaltic action of the tube endeavouring to expel the foreign body.
(4) Clots may be expelled from the tube through the ostium abdominale without separation of the mole occurring. Such clots are frequently ovoid in shape.
(5) The conformation of a tubal mole or tubal abortion is the direct outcome of pressure of the tubal wall upon the clot, the impression of the normal rugae being frequently observed.
(6) The surface of the pedicle of a mole usually presents traces of tubal mucosa. Such epithelium is not present at the distant pole.
(7) The deciding factor as to whether intraor extra-tubal rupture shall occur, is the direct outcome of the combination of tissuie erosion and tissue tension. This is influenced by the site of implantation of the ovum in the ampullary, isthmic, or interstitial portions of the tube.
(8) Evidence either macroscopic or microscopic of pre-existing inflammation of the tubal wall appears to be the exception rather than the rule in cases of tubal mole and abortion.
The two points upon which I would lay special emphasis are, first, the existence of a pedicle or narrow basis of attachment in all cases of mole, and secondly, the ease with which the rest of the mole can, in the case of fresh specimens, be detached from the tubal mucosa. These two points suggested to me the possibility of removing a mole from the tubein situ, and raised the question as to whether we are justified in sacrificing the tube on all occasions.
In a small series of ten cases, therefore, before removing the tube, I performed salpingotomy and extracted the gestation. The mole was excised without difficulty, and haemorrhage either from the pedicle or the tubal wall was easily controlled by suture. The tube in these ten cases was then removed and examined in detail for evidence of inflammatory change. In all the specimens the tissues appeared to be normal, and the abnormal implantation of the gestation to be purely accidental in origin.
There seemed, therefore, to be quite a goodT case for salpingotomy, and on five occasions during 1921, I adopted this method in the treatment of tubal gestation. Three of the patients were cases of tubal mole, one a case of partial tubal abortion, and one a case of fulminating rupture. On each occasion the operation was performed without any great technical difficulty, and all the patients made a normal and uninterrupted recovery. Catgut was employed as the suture material, a round-bodied intestinal needle being used. No difficulty was experienced in maintaining the lumen of the tube, owing to its dilated condition. Care was required, however, to avoid laceration and unnecessary damage to the tubal wall owing to the softened condition of the tissues.
Haemorrhage did not create a difficulty, although in the case of tubal rupture of a two and a half months' gestation, the precaution was taken of ligaturing the ovarian vessels before the tube was sutured. With regard to the place of salpingotomy in dealing with cases of tubal rupture, probably salpingectomy is the better procedure. In the presence of severe haemorrhage life is more important than conservatism, and the interests of the patient are probably better served by excising rather than suturing a, badly lacerated tube.
In the case, however, of tubal mole and tubal abortion, salpingotomy at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from appears to be worthv of a trial as an alternative method of treatment. Time, of course, must prove whether the adoption of such a procedure is followed by other complications such as recurrence of the accident (for pure accident I believe it to be in the majority of cases), the subsequent development of hydrosalpinx, or, perchance the incidence of a tubal chorion-epithelioma.
DISCUSSION-.
Dr. AMAND ROUTH asked if the pedicle of the lmlole was not often attached to the muscular wall rather than to the mucosa?9Would not also the hemorrhage be sometimes between the muscle and the mucosa instead of being intramucosal as in the cases described ?
Mr. BECKWITH WHITEHOUSE (in reply) said that the pedicle of a tubal mole was not directly attached to the mucosa of the tube, but to the submucosal tissues. Rupture occurred tbrough the mucosa, and a collar of the latter could almost invariably be demonstrated surrounding the pedicle at the point where rupture had taken place. In the specimens investigated it was most unusual for hemorrhage to occur to any great extent between the muscle and the mucosa. The mucosa was too delicate a stucture to withstand the tension. In reply to a remark made by another speaker, Mr. WVhitehouse said that the risk of subsequent hbemorrhage from the point of attachment to the pedicle appeared to be negligible. In one or two instances only had it been necessary to apply a suture to the mucosa at the seat of rupture. A single catgut suture had sufficed. The whole operation was remarkably simple as regards technique and no difficulty had been experienced in maintaining the lumen of the tube, owing to its previous distension. Time of course must prove the ultimate value of the procedure. THE following case is one of great interest owing to the extensive metastasis found throughout the vascular tissues of the body.
Case of
Mrs. A. R., aged 35, was admitted under Dr. Blacker at University College Hospital. For six weeks previously she had had rectal and vaginal pain, and discharge from the vagina. There was no history of bleeding, but there had been rapid wasting. The periods had been regular, and not excessive, and the bowels were confined. Owing to great tenderness, examination could only be made under an anzesthetic. The vulva was normal. There was marked thickening of the vaginal walls, especially anteriorly and posteriorly. The vagina was constricted, and admitted only the index finger. The walls were hard, indurated and fixed, the induration extending down to, and partly including, the urinary meatus. With a speculum the cervix appeared nodular, bleeding slightly on examination, but there was no ulceration. The, only treatment thought likely to influence the condition was radium: 200 mg. radium bromide was inserted (September 12, 1921) into the vagina and kept in position against the lateral walls by dental wax, and left for twenty-four hours. Ten days later (September 22, 1921) the patient felt better, the pain
